Different heart rhythm disorders occur in almost all patients with myocardial infarction (MI). Arrhythmias in setting of MI are caused by electrical instability of myocardium as a result of metabolic and microcirculatory disorders. However, the presence of even severe heart rhythms disorders does not provide a basis for diagnosis of arrhythmic MI. In arrhythmic variant of infarction heart rhythm disorders and associated symptoms should prevail in clinical presentation. Supra ventricular or ventricular paroxysmal tachycardia, less often atrial fi brillation or fl utter, and high degree AV block are registered most commonly. Pain may be absent or slight. Loss of consciousness is possible, due to cerebral blood circulation disorder. Arrhythmic variant may be accompanied by acute heart failure or signifi cant arterial hypotension, up to arrhythmogenic shock. This variant of MI often occurs in older people who have anamnesis of structural heart diseases. In MI patients, reduction of cerebral blood circulation due to tachyarrhythmia and hypotension can cause ischemic stroke.
Introduction
Generally, arrhythmic variant of MI proceeds as paroxysmal supraventricular tachycardia, episodes of ventricular fi brillation, atrial fi brillation, high-grade atrioventricular block. Pain may not be presented after resolving of heart rhythm disorders. But arrhythmogenic cardiogenic shock often occurs and mortality is high. The arrhythmic variant of MI can lead to signifi cant deterioration of the brain circulation. Neurological symptoms are often considered as a cerebral variant of MI. But in reported case cerebral symptoms should be regarded as manifestations of the arrhythmic variant of MI.
Case report
The patient M., 60 years old, male, was admitted to the I.I. Djanelidze Institute of Emergency medicine with complaints for acutely developed syncope. Day before hospitalization the patient lost consciousness, duration of the episode was 5 minutes, relatives called ambulance, the patient was hospitalized to the Institute. At admission the patient didn't have any complains. ECG showed sinus rhythm, negative T-waves in inferior LV wall. Laboratory tests: hemoglobin -175 g / l, erythrocytes -5.0 x 1012 / l, leukocytes -10.2 x 109 / l, creatine phosphokinase -295 units / l, aspartate aminotransferase -69 units / l, alanine aminotransferase -47 units / l, troponin T -0, 11 ng / ml. De Ritis coeffi cient was 1.46, Grace scale's Risk -99 points (low risk, probability of death in hospital less than 1%). The patient was diagnosed inferior NSTEMI. Therapy was prescribed according to the appropriate guid-lines. Coronary angiography was performed, stenosis in the distal part of right coronary artery (RCA) was detected ( Figure 1 ). Then this artery was stented.
To identify possible rhythm disturbances and conduction disorders, daily ECG was performed. On 14-th day, it revealed 8 single supraventricular extrasystoles, 1 paired supraventricular extrasystole, at night; 66 single ventricular polymorphic extrasystoles, single late ventricular extrasystoles -6 in the afternoon and 2 at night. Sino-atrial block with R-R 2476 ms at night. During physical exertion lifethreatening heart rhythm disturbances occured sequentially under appearance of signifi cant ST segment depression (Figure 2 ), followed by VT «pirouette» type (Figure 4 ), which passed into VF ( Figure 5 ) replaced by asystole which lasted 3304 ms ( Figure 6 ). Then there was a short recurrent VT transformed to atrial fi brillation (AFib) with ST segment elevation (Figure 7 ), then recurrent asystole 40 seconds. After that ventricular extrasystole was recorded, followed by a asystole lasted 5554 ms ( Figure 8 ). Then, a single sinus complex paroxysm of AFib with ST segment elevation (Figure 9 ), several times interrupted by episodes of unstable VT ( Figure 10 ). After that, an episode of slipping ventricular complexes was recorded on the background of the 3-degree AV block, and after a pause which lasted 6328 ms arose a single sinus complex followed by ventricular extrasystole and a pause 3750 ms ( Figure 11 ). Then there was an unstable sinus rhythm, followed by VT 153 beats per minute, after which slipping ventricular contractions were again registered with atrioventricular block grade 3 with pause which lasted 6328 ms, then sinus contraction and unstable VT 153 bpm, subsequent pause 3437 msec due to subtotal AB block 2nd degree ( Figure 12 ) and episode of AV block 2nd degree with 3: 1 conduction and heart rate 26 per minute, during which there were high T-waves ( Figure 13 ). Then -a short episode of AV block with pause 4429 ms (Figure 14 , again VT with VR 99 beats/min (Figure 15 ), which was replaced by sinus rhythm with intraventricular block and transient complete LBBB (Figure 16 ). High-amplitude T waves changed to deep ST segment depression. Then normal intraventricular conduction restored, but ST -segment depression and T waves inversion persisted (Figure 17) . Total time of cardiac arrest was 3 minutes and 20 seconds. The patient fell down and beated the chest on the steps. Medical staff found the patient in consciousness, without any neurological defi ciency and delivered the patient to the CCU. The patient had no any complaints. Laboratory tests immediately after event : hemoglobin -135 g / l, erythrocytes -4.46 x 1012 / l, leukocytes 6.5 x 109 / l, creatine phosphokinase 205 units / l, aspartate aminotransferase -52 units / l, alanine aminotransferase -60 units / l, troponin 0.18 ng / ml. De Ritis coeffi cient is 0.86. Grace scale -147 points (high risk, probability of death in the hospital -more than 3%). The patient was underwent coronary angiography revealed stent restenosis and re-stenting of the Figure 1 . Stenosis in the distal RCA distal RCA "stent in stent" has been undertaken. On 15-th day after event the patient was discharged to home with fi nal diagnosis " Recurrent inferior NSTEMI" rhythm disorders did not occurred till discharge. Along with conservative therapy, the patient was recommended to install an implantable cardioverter-defi brillator. His follow- 
Conclusion
This clinical case is a rare, reliably documented case of sudden cardiac death caused by acute myocardial ischemia spontaneously resolved 
